The Civil Service Department Medical Advisory Service (CSDMAS). together with colleagues from the London School of Hygiene and Tropical Medicine, has participated in a number of research surveys into factors associated with nonoccupational disease, particularly cardiovascular disease; it is on the results of these and other similar surveys that the role of an occupational health service in the prevention of such disease must be decided. CSDMAS. among its other functions. is currently responsible for the occupational health supervision of the half million non-industrial civil servants working in the United Kingdom and abroad and about one-third of the 170000 industrial civil servants. Ministry of Defence (MOD) Civilian Medical Servicesand the Royal Navy are responsible for the remaining twothirds of industrial civil servants. who work in MOD research establishments, ordnance factories and dockyards. The Property Services Agency of the Civil Service and other departments such as the Laboratory of the Government Chemist provide help in occupational hygiene measurement problems, but the CSDMAS organization is a small one (\4 full-time doctors) and ordering priorities is a major concern.
Until 1968. CSDMAS was mainly concerned with providing advice on individual cases of sickness absence. questions of early retirement and fitness for service abroad. In the 1960s, large-scale epidemiological studies were initiated and the 'Whitehall (Reid et al. 1974 ) and the Leisure Activity Studies (Morris et al. 1973) were begun. CSDMAS is now increasingly concerned with occupational health hazards associated with civil service work. At the National Physical Laboratory, for example. members of the scientific staff are or have been exposed to ionizing radiation. aromatic amines, organic pesticides. mercury. lasers. berylium and asbestos. Scientists restoring treasures of the Mogul empire in the 1 Based on paper read to Section of Occupational Medicine, 15 January 1981 0141-0768/81/070475-03/$01.00/0 India Office library are exposed to 130 different chemicals including arsenic trioxide. carbon tetrachloride, chloroform and mercuric chloride. Other scientists working in the various Research Councils -Agricultural. Natural Environment and Science -are involved in processes carrying well recognized and sometimes less well recognized health hazards.
For historical reasons. CSDMAS still spends about 50%of its time on the supervision ofsickness absence. When the National Health Insurance scheme was set up in 1948, the Civil Service and the Post Office were exempted from its provisions for the first six months of illness. during which a civil servant is generally entitled to full pay. These generous provisions do not appear to have resulted in any apparent abuse. The last Civil Service-wide survey of sickness absence in 1969 showed average certificated absences of 9.2 days and uncertificated of 1.7 days; repeated sample surveys carried out since have shown that the figure for certificated illness is 7 or 8 days with uncertificated remaining of the order of 1.7 days -lower than in similar organizations in the public and private sectors. These low sickness absence rates are paralleled by low mortality rates. The standardized mortality ratio for home civil servants is 5S for men and S3 for women. The combined rate for men and women in the diplomatic service is 20. The expectation of life of male Executive Officers aged 45 (28.2 years) is the seventh highest in the 223 occupation units in the Registrar General's classification (Occupational Mortality 1970-72) . However. in some parts of the service there is a high proportion of occupationally related deaths. Of the 10 men and one woman in the Foreign and Commonwealth Office who died in service in 1979. one was assassinated. one committed suicide, two died of car accidents. one of brain haemorrhage. one of a liver disorder and four of cancer. In other areas there is a high occupationally-related morbidity; for example, the consequences of physical assault on civil servants working in Social Security offices. Inland Revenue and Jobcentres. There were 250 such cases in 1979 in the Department of Health and Social Security alone.
However. the greater part of both morbidity and mortality is of non-occupational origin. and its prevention would be more cost effective than that of occupationally-related disease. Nonoccupational disease comprises in the main cardiovascular disease, some varieties of respiratory disease, of cancer, of mental illness and of arthritis, and current attempts at prevention are concerned mainly with the first three. Prevention by occupational health services might take three main forms, the first being the identification of individuals genetically predisposed to certain disorders so as to minimize occupational exposure. For example, individuals with a raised blood aldehyde levelafter a test dose of alcohol due to a defect of mitochondrial aldehyde dehydrogenase might not be suitable candidates for an occupation with a high risk of alcoholism. Such developments are still some way from implementation. A second form of prevention, by a policy of general education, implies amending attitudes and behaviour with regard to smoking, eating, drinking and exercise. A third method would be to identify individuals in the early stage of a disorder and by some intervention reduce the rate of progress of the disorder. McDonald (1981) mentions the need for simple initial and periodic health screening by occupational health physicians. If these are to achieve baseline measurements in employees exposed to recognized hazards which can be detected by the screening tests used, then no doubt they are best performed by occupational health services. However, under the circumstances of provision of medical care in the United Kingdom, screening for non-occupational disease, particularly cardiovascular disease, is in the view of CSDMAS best undertaken by the doctor responsible for treatment, who is, as a general rule, the general practitioner. In a large-scale screening survey of London-based civil servants carried out between 1975and 1978, 56% of 54 000 questionnaires were returned and 6000 individuals examined (Semmence et al. 1980 ). However, there was a low response rate (30%) from the lower grades, in which the bulk of morbidity and premature mortality occurs. Messengers and Clerical Assistants run four times the risk of premature death due to cardiovascular disease than do senior managers, Clerical Officers three times and Executive Officers twice. A medical service involved in recruitment, premature retirement and the supervision of sickness absence may be liable to have poor response rates in such surveys from lower grade staff, and the reason for the high response in the investigations carried out by Reid et al. (1974) may have been because they were recognized to be independent of the Civil Service.
CSDMAS doctors have also run into difficulties in their attempts to amend individual behaviour. In a survey of proven or suspected peptic ulcer, there were no significant differences in stopping smoking or reducing alcohol intake in the intervention group compared with a control group after 18 months (Bulpitt et al. 1981 ). Similar failures have been reported elsewhere (Mohler 1980) . Any doctor working in any specialty, when faced with an individual with abnormal pulmonary or liver function tests or evidence of cardiovascular disease, has a duty to interpret current medical evidence on diet, " exercise, alcohol intake and the like, and to seek to achieve some alteration in the person's lifestyle. In CSDMAS experience, the number of individual successes would not warrant the provision of general health screening clinics. Lack of evidence of successful intervention may be related to the fact that by the time someone has joined an occupation, the prospects of amending habits and behaviour are becoming remote. One-third of the current 18 million adult smokers in the United Kingdom started smoking before the age of9, and educational campaigns should perhaps be concentrated on age groups much younger than those working in industry or the Civil Service.
When some valid screening procedure becomes available -such as checking the blood pressure of middle-aged male employees -it is tempting to adopt it in the belief that if screening is not undertaken by an occupational health service it will not be undertaken at all. This assumes that occupational health services have a part to play in fillinggaps in the primary care or hospital services. In countries with different methods of medical care this may be so. In the United Kingdom it might be more logical to use occupational health resources for hernia repair, varicose vein ligation or hip replacement than for routine health screening.
CSDMAS maintains a screening unit for occupational surveys and for the examination of people going abroad on Government service so that, among other reasons, the British taxpayer is not faced with large bills for surgical operations performed overseas. Troughs in these programmes are filled by routine examination of members of the Open Structure, the 700-800 men and women of Under Secretary rank and above, who are a stable group out of which there is not much movement except by retirement; it is thus possible to look at secular trends in the service. A homogeneous group which, in spite of modest affluence, has a much lower than average risk of cardiovascular disease and other disorders prevalent in Western society, is of much interest and response rates are high -about 95%.
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Urological cooperatives'
Cooperatives are groups of people working towards the same end, and at a time when urology is advancing steadily in this country it is a salutary . experience to consider how the philosophy of the cooperative might affect its progress. It is generally believed that urology has achieved a high standard and that improvements in its practice will be marginal and infrequent. Successful surgery of renal stones, prostatic obstruction, urethral strictures, bladder and renal malignancy, congenital abnormalities of the renal tract and urethral strictures, is now the major part of the well-trained urologist's routine work. However, this should not be the whole story, unless urologists are to stagnate and become merely practising technicians. How then should the talent of urologists be channelled? The new approach must surely be to return to the scientist and to integrate the basic sciences and clinical departments to a far greater degree. Pharmacology, biochemistry, endocrinology, immunology and nuclear medicine, to name but a few, are encroaching more and more into clinical practice and it is up to us to collaborate with them and to use their expertise not only by setting up joint clinical sessions but also by initiating collaborative studies. Without these basic sciences urology will not progress. It will perhaps have been noticed that all meetings of the Section of Urology for the 1980/81 session are joint meetings with other Sections of the Royal Society of Medicine. This is because I am firmly convinced that urologists do not make enough use of the skills and knowledge possessed by other disciplines.
Three very different subjects -genitourinary tuberculosis, male infertility and endoscopic photography -emphasize the benefits to urology of the contributions of other disciplines.
Genitourinary tuberculosis
Genitourinary tuberculosis still poses many problems for the urologist, but the major advance in recent years has been the introduction of short-course chemotherapeutic treatment following the discovery of rifampicin in 1966.This was pioneered by Professors Mitcheson and Wallace Fox and clinically confirmed by extensive controlled trials on patients suffering from pulmonary disease in different parts of the world (Fox & Mitchison 1975) . Satisfactory results can now be achieved after 4-6 months continuous treatment.
The treatment regime for genitourinary lesions is divided into two phases -an initial intensive 2month phase consisting of rifampicin, isoniazid and pyrazinamide with streptomycin occasionally added in severe lesions, followed by a less intensive phase of isoniazid and rifampicin, either daily or three times a week for a further 2 or 4 months. Genitourinary tuberculosis has particularly benefited from the work of the microbiologists, immunologists and physicians, as the diseased renal tract lends itself especially well to this form of treatment because of its extensive blood supply.
Male infertility
For many years physicians have been trying to find effective solutions to the enigma of the barren marriage. Until recently their attempts had been singularly unrewarding. Yet these are hopeful developments. The recent discovery of sophisticated biochemical methods for measuring the hormones and their metabolites is producing valuable information. The surgical treatment of varicocele is rewarding and surgery of congenital deformities of the external genitalia must improve the potential for fatherhood in the future.
For a long time, patients with azoospermia, fructose in the seminal plasma, normal testicular function on testicular biopsy, with an enlarged epididymal head showing blue areas separated by dilated ducts containing lipoproteins, were thought to have an obstruction between the body and head of the epididymis for which epididymovasostomy was recommended. This view was challenged by Hanley & Hodges (1959) following
